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Dr Paul Tournier 


Relationships: 
The Third Dimension of Medicine 


Of the two articles published in this issue of CONTACT, the first gives expression to many 
of the underlying concepts and concerns of the Christian Medical Commission’s study of the 
Christian understanding of health, healing and wholeness, while the second summarizes 
these concepts and the new directions being taken by the study. This latter formulation 
describes an ongoing process in which the CMC has been involved since its beginning and 


which was reported on in CONTACT Wo. 39’s coverage of the 1977 CMC Annual Meeting. 


The first paper is based on the words of General Practitioner Dr Paul Tournier who, for 
nearly 50 years, has been practising what he calls the “medicine of the person” in Geneva 
and whose human warmth, understanding and wisdom have been, for many who have 
known him, consulted him, or read his books’, a source of comfort and inspiration. 


RELATIONSHIPS -— THE THIRD 
DIMENSION OF MEDICINE 


The following paper is based on informal remarks made by Dr Paul Tournier to the staff of the 
Ecumenical Centre, Geneva, at the invitation of the Christian Medical Commission, on 29 June 1978. 
His words were simultaneously translated into English by Ms Gloria Floreen and have been edited by 
Ms Jeanne Nemec, CMC Study Secretary, who has attempted to remain faithful not only to Dr 
Tournier’s meaning and manner of expressing himself, but also to the informal atmosphere of this 


meeting. 


Paul Tournier, who now lives actively in retirement, 
was a general practitioner in Geneva for nearly 
fifty years. Although he never had a specialist 
training in psychiatry and disclaims the title of 
psychiatrist, his own experiences, and his discovery 
that many of his patients needed help going deeper 
than drugs or surgery, led him to develop and 
practise what he calls ‘the medicine of the person’, 
in which medical knowledge, understanding and 
religion are combined. His books include 7he Adven- 
ture of Living, A Doctor's Casebook in the Light of 
the Bible, Escape from Loneliness, Learning to 
Grow Old, Marriage Difficulties, The Meaning of 
Persons, The Person Reborn, A Place for You, The 
Strong and the Weak, and What’s in a Name? 


To begin with, | wish to thank you for 
welcoming me so warmly. | have read the 
publications of the Christian Medical Commis- 
sion with great admiration. Your horizons are 
very broad. | perceive an interesting contrast, 

however, between your work and my own. 
@:.. CMC is open to the whole world, while 
1 am a man of intimacy. The experience | 
have to bring to you is from the intimacy of a 
fireside where people share their confidences. 


As a Christian, | have always tried to interject 
my faith into the practice of my profession. 
But it was not until | reached middle age, 
around 40, that | really found my path. It 
was then that my books began to be published 
and many colleagues told me that they too 
would like to combine their Christian convic- 
tions with their medical practice in some way. 
This is not an easy combination. We speak 
of faith in religious gatherings, but then we 
practise medicine as we've been taught it 
in medical school. 


Last year, | was lecturing in Japan. After a 
conference in Kyoto, chaired by a _ professor 


of psychiatry from Kyoto, we went to visit 
some Buddhist temples and | had an opportunity 
to talk with Dr Kuma of Kobe. He told me 
that his father had been a famous doctor, so 
he had had to work very hard to build up a 
reputation of his own. Finally, he succeeded, 
opened his own large clinic and then, ten 
years ago, told himself that he’d made it. 
But he began to feel anxiety, as if his life’s 
adventure was over and he was in a rut. At 
the advice of a colleague, Dr Kuma visited the 
Jung Institute in Zurich where a new adventure 
began with his discovery of what he calls the 
“second dimension of medicine”. He realized 
that there is a psychosomatic side to all the 
illnesses his patients were telling him about. 
Later, the same colleague suggested to Dr 
Kuma that he read some of the things Paul 
Tournier had written. So he read all my 
books which had been published in Japan 
and discovered that medicine has a third 
dimension. 


This Japanese psychiatrist did not thereby 
become a Buddhist priest. But he realized 
that not only is there a physical and psy- 
chological side to every patient, but also a 
Spiritual side. (Dr Kuma saw the close reciprocal 
relationship between the body and the soul 
and between physical medicine in the classical 
sense and the problem of religious belief.) | 
was delighted to hear this Japanese colleague 
speaking about the three dimensions of 
medicine. 


But what is this third dimension? My friend, 
Dr Lindeboom, of the Free University of 
Amsterdam, which is a Christian institution, 
has suggested that, instead of talking about 
the ‘medicine of the whole person’, we 
speak of “spiritual psychosomatic medicine”. 
The word ‘psychosomatic’ was introduced to 
identify illnesses which stem from psychologi- 
cal factors. It is true that | am very much 
concerned with the influence of a person’s 
Spiritual life on illness. But | had _ serious 
objections to Dr Lindeboom’s suggestion, which 
he completely accepted, because | do not 
believe we can speak of three parts of man. 
It's unfortunate enough that we have separated 
the body and soul. But things become even 
worse if we put the spirit in opposition to 
the body and the soul and then ask that these 
three things be brought together. Instead of 
breaking man down into three fragments, we 
should try to find a meaning for the whole. 
Medicine has become very specialized, and 
to study and combine all the specializations 
is only a dream. You can be a cardiologist, a 
rheumatologist, a psychologist, all rolled up 
in one, but you still won't have the whole 
picture. It is this sense of the who/e which 
medicine has almost lost, and it is the price 
of the great progress made by technological, 
analytical medicine. Psychosomatic medicine 
remains a purely scientific discipline; it is 
objective and this kind of doctor is concerned 
with analyzing the relationship between the 
soul and body and what separates the two. 


To get the whole picture of a person, a doctor 
must enter into a personal relationship with 
him as a whole being. Thus, the third dimen- 
sion of medicine — the spiritual dimension — 
is one of relationship. What is spiritual in 
us is our need for relationships — with our 
neighbour, with nature, with society and with 
God. This, | think, is the broadest definition 
of spiritual life. It is what makes us a real 
person — not our body or our psyche or 
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something else. Professor Siebeck from Heidel- 
berg has defined it as /nterpellation, whereby 
man is called upon by God to account for 
himself and this is what makes him feel like 
a person in God's sight. 


| have always tried to establish such personal 
relationships with my patients. We can discuss 
many things objectively — science or politics 
Or economics. You run no personal risk tha 
way. But until you talk to someone about your 
personal life, you don’t get really involved. 
There is something reciprocal about a personal 
relationship. 


According to Martin Buber, the Jewish philo- 
sopher, two kinds of relationships are possible: 
/ and That, and / and Thou. In the first, / 
is the observer of an object. This is the position 
of science and of scientific medicine, which 
studies man as an object, making of this 
object a thing. Then it is very difficult to see 
the person in a patient. Everything about him 
is an object to be observed — his anatomy, 
his physiology, his psychology, perhaps even 
his spiritual life which is regarded as a form 
of philosophy. But Martin Buber speaks o 
the second kind of relationship, the one of / — 
Thou. \|t is no longer a_ subject-object 
relationship, but subject-to-subject. This is a 
personal relationship. To achieve it, a physician 
must abandon his scientific attitude to some 
degree. In today’s civilization, we live in a 
world of things. 


I’m reading a little book entitled Psy- 
chotherapeutic Dynamics of African 
Bewitched Patients by a Zaire theologian, 
Ma Mpolo Masamba, who is now Director 
of the Department of Family Ministries of 
the World Council of Churches and who was 
kind enough to dedicate the French edition 
to me. In it, there is a remarkable sentence: 
“You Western doctors treat things and our 
African medicine treats peop/e”’. He has asked 
himself the same question | do and he realizes 


that a doctor must learn to open himself up. 
Ours is a technological civilization and we have 
become accustomed to seeing everything 
objectively. | am afraid there is a dialogue of 
the deaf in the developing countries between 
the Western-oriented people on one_ hand, 
who are interested in things — that is, in all 
the objective phenomena which Western medi- 
cine studies — and the indigenous people on 
the other hand, who are interested in persons. 
The Westerner wants to explain that the 
causal relationship is an objective one, while 
the indigenous person sees relationships and 
the mystic meaning inherent in them. In the 
West, a sick person is taken away from his 
family and put into a hospital where he is 
shifted from one machine to another in a 
world of things, of apparatuses. Traditionally, 
medicine in the developing countries cares 
for the sick person within his own tribe; it 

treats his interpersonal relationships and, as 
a have learned from Dr Masamba’s book, it 
tries to help him solve whatever problems he 
may have with his family or his neighbours. 
These are two totally different perspectives: 
the mechanical one which is concerned only 
with immediate, objective things, and the 
spiritual, which sees relationships between 
people. It is not easy to shift from an objective 
attitude to a subjective one. For over thirty 
years, | have been meeting with doctors who 
have been trying to make this shift. They are 
known as the Bossey Group, after the Bossey 
Ecumenical Institute* where we originally met 
because of my friendship with Dr Visser 
t'Hooft, (first General Secretary of the World 
Council of Churches: editor's note). The Bossey 
Group tries to advance the idea of medicine 
r a the person, of studying man as a whole. 


* The Ecumenical Institute, situated on the shores of 
Lake Geneva, between Geneva and Lausanne, is an 
integral part of the World Council of Churches. Its 
principal aims and functions are to provide training for 
future ecumenical leaders, both clergy and lay, to 
promote ecumenical theology and to practise ecumenical 
education. 


Doctors like to talk, you know. They could 
talk about Man in a very scholarly vein for 
years and years. They could talk about the 
anatomy of the brain, about Jung’s psychology 
and so on — all very nice and very interesting. 
But nothing happens to the doctors themselves 
as long as they only talk. If they want to 
establish a personal relationship, there must 
be a change within themselves. Discussion 
changes nothing. It is simply an intellectual 
exercise, and the intellect still belongs to the 
realm of things. Doctors must, therefore, do 
more than just have discussions. They must 
have a personal experience of a_ personal 
relationship. That is why we always agreed 
in the Bossey Group that we would discuss 
our medical work during the day but, in 
the evenings, we would talk about personal 
matters — why we became doctors, for instance. 
When were we ill ourselves? What are our 
problems, our doubts, our failures, our regrets ? 
What conflicts do we have with our wives or 
children? Doctors know that if they go to a 
meeting of the Bossey Group, they will be 
expected to talk about their personal life. 
There are many doctors who have never even 
dared to come because they have been too 
frightened. This shows how a doctor hides 
behind objective attitudes which allow him 
to maintain a scientific front while leaving 
his personal problems in the shadow. For 
years, | have been able to observe many 
famous doctors who, although they may lecture 
all over the world, when alone with others 
in a private room, find themselves face to 
face with a blank sheet, at a loss for words. 
Our whole upbringing and schooling ever 
since kindergarten, has trained us to be objec- 
tive. We find it very difficult and are afraid 
of being subjective and personal. | certainly 
do. I'm terribly shy. Maybe that’s why I can 
understand how difficult it is. This is where 
the third dimension of medicine plays a role: 
when we give ourselves to other people, or 
to another person. 


| no longer direct the Bossey Group, now 
that | am an old man. Younger colleagues 
have taken over who are more daring than I. 
At the last meeting of the Group, which was 
held in Austria, it was decided to have no 
more lectures and professional discussions, 
but to speak on a personal level not only in 
the evenings, but all day long, in order to 
really grow close to each other. That took a 
lot of courage. But the meeting was a great 
success and everybody said they'd never had 
such an experience. No lectures, no discussions, 
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nothing. Just Bible studies and sharing and 
reciprocal opening up. (The Bossey Group has 
always tried to emphasize the problem of 
the personal relationship between doctor and 
patient as well as all the other problems of 
our relationships with our neighbours, with 
nature, and with God.) 


Then there is the problem of meaning — the 
meaning of life, the meaning of death, the 
meaning of sickness, the meaning of health, 
of healing, the meaning of one’s personal life. 
These are problems science cannot solve. The 
only answer science gives is chance or hazard. 
Nobel Prize-winner Jacques Monod has said 
that for science, only chance and necessity 
exist — the necessity of natural laws and the 
chance of variations which contribute some- 
thing new from time to time. Hazard is the 
god which men of science worship. That is 
why Lecomte du Nouy, who worked in the 
U.S. for a long time, called God “anti-hazard”. 
It is our relationship with God that gives a 
meaning to everything. If there is no God, then 
nothing has any meaning. The image of a 
rolling wheel is the scientific vision of the 
world — a collection of phenomena which keep 
going round and round indefinitely along a 
trajectory of chance. Spirituality means looking 
for relationships and recognizing that it is 
our relationship to God which gives meaning 
to nature. 


ae ° ° ® 
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Everybody is preoccupied by the problem of 
meaning. When someone gets sick, the first 
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thing he asks is: ‘What did | ever do to God 
that he has made me ill like this ?’” This person 
doesn’t believe either in God or the Devil. 
But the first idea that comes to mind when he 
gets sick is that it is a punshiment from God, 
since everybody asks himself questions about 
the meaning of things. Has it a meaning, we 
wonder, this illness that has befallen us? It 
is precisely the objective, scientific viewpoint 
which denies any meaning. People with this 
outlook will tell you that an illness is only 
accidental. But man has an intuition which 
tells him it isn’t really accidental, that we are 
more or less responsible for ourselves and 
that this feeling of responsibility is what gives 
meaning to our lives. One very famous psy- 
chologist is stressing this at the moment. His 
name is Viktor Frankl, and he occupies the 
chair at the University of Vienna once held 
by Sigmund Freud. Frankl says that, at the 
time of his illustrious predecessor, sexual repres, 

sion was the malady of the epoch. But th 
world has changed a lot since Freud's day. This 
kind of repression is no longer such a problem. 
Sexuality is being expressed very well indeed. 
But we have repressed other things. Now, 
Frankl, says, we have repressed meaning. We 
pretend to ignore the question of the meaning 
of our existence. And yet, everyone asks 
himself the same question. It preoccupied 
Camus, you know, as he retold the legend of 
Sisyphus, the Greek hero who had to keep 
rolling a huge boulder up a hill and each time 
he got it to the top, it would slip back again. 
Is this what life is — simply an immense 
perpetual effort which leads nowhere? Only 
faith can give us the vision of a goal — a 
meaning to life, and a meaning to illness, to 
infirmity and to death. & 


There was a German scholar among our 
Bossey Group, Dr Jores. When he was 
appointed Rector of the University of Hamburg 
some years ago, he spoke in his acceptance 
speech about the meaning of illness. Making 
such a speech in this very academic setting 
was like dropping a bomb. All of a sudden, 
somebody was saying something that was 
not at all objective, posing a question of 
conscience. Dr Jores had the courage to say 
that the more one reflects, the more one can 
see a meaning, and God's intention. He also 
spoke of the Biblical idea of the Fall and said 
that man’s illness is a sign that he has fallen 
away from God's order. Frankl sees this as 
the problem of modern man — that he doesn't 
know why he exists and wonders whether 


all his efforts will amount to anything or not. 
Frankl speaks of an existential void. 


Existentialism is really about our relationship 
to others which is, in fact, a malady of our 
times: the fact that millions of people, especially 
in the Western world, no longer know why 
they exist. Which is enough to make anybody 
sick. Certainly many ill people express their 
despair through their illness. | have been 
reading a report by the President of the society 
of Swiss psychoanalysts, who happens to 
be a neighbour of mine. The report is about 
the meaning of despair. We live in a world of 
despair, which is related to the whole problem 
of meaning. Frankl, for instance, says that 
people no longer blush about sexuality. They 
blush about religion. 


Thus, the third dimension of medicine is to 
help our patients become persons, to become 
aware of their responsibility for themselves. 
In purely technical medicine, they surrender 
@:' responsibility for their lives into the 

ands of doctors. In three-dimensional medicine, 
they become responsible for themselves again 
and everything regains a meaning. In other 
words, we ask ourselves what God is saying 
to us through illness. 


Once | asked the doctors in the Bossey Group 
to tell of some of their experiences when they 
themselves were ill. It is always very interesting 
to listen to doctors talk about their own 
experience in this domain, because they have 
just as many personal problems as do their 
patients. And, finally, there is always the 


problem of death. 
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Doctors have a complex about death. Their 
vocation is to keep death at bay and, when 
that is no longer possible, they feel a terrible 
anxiety. One of my colleagues told me that 
when he makes his rounds at the hospital, 
he asks the nurse for a report rather than going 
into a room to see a dying patient himself 
because he can’t stand to be alone, face to 
face with someone for whom he can do 
nothing more. Of course, this is when medicine 
has only two worldly dimensions. Yet this 
is the moment, when death is near, that the 
problem of relationships and of the meaning 
of life really presents itself. This is when 
there is a need for a personal relationship 
between the patient and the doctor, and for 
the doctor to accompany his patient right to 
the end. This is spiritual love. 


KK 


Dr Tournier now said that he would 
welcome questions. The following are 
some highlights from the question and 
answer period: 


Q. You have mentioned that, in Africa, it is 
the whole person who is treated, that he is 
not looked at as a thing. But there is still a 
strong sense of community in Africa which we 
do not have. How would you insert this third 
dimension of medicine in Western industrialized 
society ? 


A. Our modern Western society is the fruit of 
a purely objective, unilateral and technological 
civilization, and the absence of _ personal 
relationships is the sickness of this civilization. 
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lf we are unable to establish personal 
relationships with our wives and our patients, 
we cannot have them with our society. But 
what society needs most is to find a sense of 
community again. All around us we can see 
little Communities which keep springing up, 
not large administrative organisations like the 
churches, but small groups of people in personal 
relationship with each other. The charismatic 
movement is based on this. These little commu- 
nities are somewhat fragile, perhaps, but they 
all demonstrate the need of our society, and 
especially of young people, to retrieve the 
sense of community which is missing in our 
technological society. 


Q. In the past, most people had what now 
seems like a luxury — the possibility of dying 
at home, among the members of their family. 
Now, at the critical moment when death 
approaches, they are whisked off to hospital. 
This is an impoverishment, both for the family 
and for the person who is dying. What do 
you think, Dr Tournier? 


the past, joe 


A. In the past, people were born into a family 
and died among the family. Nowadays, we 
are born into a world of things and we die 
amidst a world of things. | think this is very 
unfortunate. It is a sign that we do not attach 
enough importance to relationships. | lost my 
wife four years ago. We were in Athens, where 
| was lecturing to an American group, and she 
had a heart attack. She spent one month 
in a hospital under intensive care. It was 
necessary technical medicine. You can’t provide 
intensive care at home. So she spent this time 
in the hospital. But, fortunately, one day she 
was well enough to be discharged. She still 
wasn't allowed to take the plane to Geneva, 
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so she came back to the hotel with me and 
we spent the last three days of her life together, 
without separating. We talked a bit, we were 
silent a lot and we prayed together, and we 
spoke about her death just ten minutes before 
she died. | was happy that she’d left the 
hospital, even though I’d gone to visit her 
every day. She died there with me. Knowing 
that she was dying, she had been able to 
express her fear of death, which is a normal 
fear that people should be able to express, 
and also having been able to express her 
hope of resurrection, which she did in a very 
touching way. She said that if she had died 
a month before, she would already be in 
heaven and “| would be able to meet your 
parents, whom | never met.’ She had always 
been conscious of having married an orphan 
whose parents she’d never known, and _ it 
would be in heaven that she would meet 
them. | answered her quite naturally: ‘Well, 
when you get to heaven, my parents will® 
thank you for having been the wife you have 
been for their son.’’ Those were the last 
words | spoke to my wife. Five minutes later, 
she was dead. 


(Long pause). You see, no one dares ask 
questions anymore, because | got a bit personal. 
You can feel it very well — there is a certain 
uneasiness aS soon aS someone becomes 
personal. It upsets our handling of ideas. But 
we must reintroduce personal relationships 
and feelings into this impersonal world. We 
must bring personal relationships back into 
the hospitals and into doctors’ offices, into 
living rooms and kitchens. 


Q. The one thing that’s inevitable in life '® 
death, but it’s a difficult subject for many o 
us to talk about. People don’t say very much 
in church about it. Why do we, as Christians 
who believe in the resurrection, find it so 
difficult to talk about death? 


A. I’m convinced that it’s quite natural, the 
anxiety people feel about the idea of death. In 
the developing countries, death is much more 
omnipresent. All the sociologists tell us. this. 
Those who are gone are still just as much a 
part of their tribe as those who are still living. 
All kinds of ceremonies and celebrations reunite 
the people of the tribe with their ancestors. 
This is a much healthier situation than ours, 
from the psychological standpoint. They accept 
death as something natural. We in the West 
are very proud of our technological achieve- 
ments. Yet even the greatest technological 


developments cannot eliminate death. So our 
civilization hides death. The doctor says he 
wants to comfort the patient, but who com- 
forts, the patient or the doctor? We comfort 
more than we should to ease our own anxieties. 
In our proud civilization, death is like a slap 
in the face. It is a civilization which has tried 
to forget the divine limits of the human life. 
How far can we get with our technological 
progress — to the moon, to creating artificial 
heredity? In this is a dream of omnipotence. 
We challenge God and we live within this 
challenge, and medicine is closely linked with 
this vain, scientific civilization. So there is 
great anxiety when the doctor finds himself 
powerless in the face of death. 


Q. Don’t you think our Protestant custom of 
having eliminated the funeral wake is wrong? 
Don’t you think it would be better for people, 
Oy algal and emotionally, to have it? 

n the south of Spain, | was able to participate 
in a wake when all the family, neighbours 
and friends stayed up all night and wept and 
were together in the presence of the dead 
person. By contrast, |. have a friend in Geneva 
who is 59 years old and has never seen a dead 
person. She has begged me, when her husband 
dies, to come and close his eyes because she 
doesn't think she could do it. 


A. Have you read Dr Raymond Moody's book 
Life after Life? He interviewed people who 
had been clinically dead and returned to 
life after various medical interventions. Naturally, 
they had not really gone beyond, because 
these are people who have returned to life. 
But they did take the first step into the life 
eyond. During the minutes that follow death, 
it is very striking to notice that there is a 
consciousness that remains after clinical death. 
All witnesses agree on this point. These people 
who were dead in the eyes of the doctor 
have said that, during this time, they had the 
impression of floating on the ceiling. They 
could see the doctors and nurses bent over 
their body and they heard the doctor say, 
“He’s dead”, and what the nurses said. So, 
consciousness persists beyond death, even 
before the door to beyond opens. This brings 
me back to the question about death wakes. 
| had not yet read Moody when my wife died; 
but after having read the book, | had the 
impression that she must have been conscious 
of my first gestures when | phoned a colleague 
to tell him that she had died. Surely she heard 
this. So there is a transition between life and 
what is beyond. We cannot follow them any 


further, but there is a certain lag between the 
two. | think the tradition of having funeral 
wakes is a sacred thing. In any case, | hope | 
won't die in a hospital, but at home, among 
my family, and will know that people know 
that | know that they know and so on... 


Q. In view of what you have said about 
personal relationships and from the Bossey 
discussions, what about the material condi- 
tions of doctors? Must they be transformed — 
the hospitals, for instance, doctors’ offices — 
so that these relationships may be established 
more easily ? 


A. | think there’s a relationship between the 
two: the first is the personal development of 
the doctor himself — that he understands the 
importance of growing more open and 
accessible and creative in personal relationships. 
We can see that doctors who have had an 
experience of this kind no longer work in the 
same way in hospitals and elsewhere. There 
is a certain contagiousness of the personal 
spirit. But this also has to have tangible 
repercussions in the organization of material 
things, as you say. | have seen a doctor leave 
an important position in a hospital to go to 
a much smaller clinic where people were able 
to be closer to one another. This is a matter 
of one’s particular calling. | realize that 
introducing more personal relationships into 
the organization of our modern Western 
hospitals is a very difficult task. We are still 
at the experimental stage and not at the level 
of technological perfection so we can’t suggest 
a solution. But we need the specific experience 
of doctors who realize that medicine is much 
more profound if we are concerned with the 
medicine of the whole person — the totality 
of medicine. 


Q. It’s hard for me to accept the idea that 
there is a meaning from God in sickness. The 
New Testament is full of stories about healing 
and it is very difficult to understand this. 
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Sometimes, sickness seems like an absurdity. 
| wonder what theologians think about it. 


A. The word “ absurdity’ which you have used 
is precisely it. People seek a meaning and they 
easily imagine that the only meaning sickness 
can have is that God is angry and punishing 
them. The day before yesterday | spoke on 
French television. | have seen that people too 
easily imagine that the meaning of illness is 
that it is a punishment from God. If you 
follow that to its logical conclusion, then | 
would be working against God by healing a 
person if God was punishing him by making 
him ill. | did say that God is always for healing 
and we struggle with Him for healing. Those 
who are best healed are those who can find 
a meaning in their illness. When illness has no 
meaning, it just adds to the suffering. 


Q. Do you think that the structure of medical 
studies should be changed or is it only a 
matter for individual change ? 


A. | do not think the personal approach can 
be taught. | have been offered university 
chairs many times, in the U.S. or in Europe. 
| have always refused, saying that the personal 
relationship is something that is communicated 
from one person to another. It isn’t something 
that is taught, or, if it is, I’m not the person 
to teach it. We are beginning to teach psycho- 
logy in medical schools, and it’s high time. 
But you can’t teach medicine of the whole 
person. On. the other hand, a medical school 
professor may have a feeling for humanity. | 
had one who had a profound sense of being 
human and he could communicate this feeling. 
But it wasn’t teaching, it was communicating. 


Q. Do you think a Christian working in a 
secular hospital can communicate this attitude 
without speaking about God? 


A. | don’t know. That's an individual question. 
Each person knows what God wants him to 
do, it's not for me to say. Basically, we have 
to ask God to tell us when to speak and 
when we should be silent. We often speak 
when we shouldn’t or else we say nothing 
when we ought to speak. The worst thing is 
to feel obliged to speak. 


Q. What do you see both as the responsibility 


and potential contribution of the congregation: 


in this kind of personalized approach, not only 
to the wholeness of people but to the 
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community of God and to the wider 


community ? 


A. | can’t make generalizations because it 
depends so much on the individual congrega- 
tion. | have been a member of several parishes, 
and | realize that the one in which | felt 
most comfortable was the one where there 
were very close personal ties among the 
leaders. These were not people who were 
simply elected to be in a certain position, but 
who really had personal ties. These relationships 
among the members, with the pastor, are very 
important for the life of the church. But, 
unfortunately, in the churches we often lag 
behind. I've treated enough church people to 
realize how much aggressivity and bad feelings 
they repress, to know that this is where it is 
perhaps most difficult because we have to 
hide behind a smile. Some people have told 
me they have broken into tears after leavinggy 
a church meeting because all the conflicts 
had been hushed up to give an impression that 
everybody was at peace with each other. 
Natural aggressivity could not be expressed, 
so it was repressed and took the shape of 
anxiety. | know that | myself am too afraid 
of conflicts. | always try to fix things up and 
that makes it even worse. | know too that 
Jesus knew moments of very healthy anger 
— holy anger perhaps. My son told me recently 
that he could never really confront me because 
| never got angry. | had been very proud of 
not getting angry and now | realize that it 
was unfortunate. 


* *K * 


Dr Tournier’s remarks were made as the CMC’ 
study of the Christian understanding of health, 
healing and wholeness moved into a new 
phase. CMC involvement in this study dates 
back to the two Tubingen conferences on the 
healing ministry of the church (1964 and 
1967). In 1971, CONTACT No. 4 published 
a dialogue on Moral Issues and Health 
Care, between Dr John Bryant and Canon 
David Jenkins. Traditional beliefs, health and 
Christianity were the topic of another issue of 
CONTACT, No. 14, April 1973, based on a 
study of changes among the Wape people of 
Papua New Guinea. Experiences from the 
churches’ healing ministry in Africa were 
described by Ghanaian theologist/sociologist 
Kofi Appiah Kubi, and former German medical 
missionary in southern Africa, Dr Hans-Jurgen 
Becken, in CONTACT No. 29, Towards a 
broader Understanding of Support and 


Healing. In December 1977, Dr John Bryant, 
a member of our Commission, cited five 
challenges to the church in health work, 
published in CONTACT No. 42. 


The following statement formulates the new 
directions our study is taking. We want to 
_ find out what local churches’ are thinking 
about health care and healing. We hope to 
learn about the different ways they are carrying 
out their healing, caring role. New attitudes 
towards health and wholeness, personified 
in Dr Paul Tournier, are emerging in many 
parts of the world. Bringing them ‘together is 
a purpose of our study. We will welcome any 
comments or contributions our readers have 
to make. 


* K 


The Study Programme of the Christian 
eo Commission on the Christian 

nderstanding of Health, Healing and 
Wholeness 


@ What does “health’’ mean? ‘’Wholeness” ? 


@ In what ways can a congregation promote 
wholeness among its members and within 
its community? What does a “healing 
ministry” mean ? 


@ Why, as Christians, should we be involved 
in healing? 


The Christian Medical Commission is seeking 
answers to these questions. Our quest dates 
back to the 1960s. This study is part of our 
mandate from the Central Committee of the 
World Council of Churches. To start this new 
@prase of enquiry, we have begun to build 

up a network of resource people in different 
countries of the world. From them we are 
gaining information about how local communi- 
ties care for and support their sick and 
suffering members, about Christian perspec- 
tives and human values, about healing practices 
and attitudes within traditional societies in 
developing countries and about new thinking 
on the churches’ involvement in healing, both 
of a theological and practical nature. 


Responses received so far have a common 
denominator: it is the word wholeness. There 
is a realization that to experience healing is 
to know wholeness; there is a growing identifi- 
cation of “health” and ‘’wholeness”. This 
concept of wholeness has implications for 
everything we do as part of the healing 
ministry. 


— Many patients and their families are looking 
for assurances that somebody cares about 
them and shows it by taking the time to 
listen. They need this as much as sophis- 
ticated equipment and efficient medical per- 
sonnel. This asks of all those working in 
health to adopt an open and communicating 
approach to those who are sick and in need, 
an approach which reflects respect for them 
as whole human beings. Any illness, no 
matter how simple, generates other psy- 
chological, emotional and spiritual needs. In 
addition, it creates other needs in the family 
and social context of the ill person. 


— This means a different approach to healing: 
seeing the sick person not just as an 
ailing body or a troubled mind or a hurt 
spirit, but as a whole person. This implies 
that skills other than the purely technical 
and medical are required to address the 
needs of the whole person. Wholistic clinics, 
often church-based and funded, are one 
expression of this approach. These are clinics 
which make available to every patient the 
skills of pastoral counsellors, psychologists, 
social workers and nurses. Recently, Dr 
Paul Tournier, the well-known Genevese 
physician and author, spoke about his forty 
years’ practice of ‘medicine of the whole 
person’. He believes that a healing rela- 
tionship requires a certain intimacy between 
people, a willingness to be subjective, per- 
sonal, giving. It is important to recognize 
that disturbed relationships are very much 
a part of what brings on illness — physical, 
psychological and spiritual. 


— The healing power of prayer has been 
proclaimed for centuries. In recent years, 
there has been a marked growth of prayer 
groups within many churches. Members of 
such groups believe that prayer, offered 
in faith, can bring about a sense of wholeness 
in the face of illness and disability and also 
help people face death with equanimity 
and peace. The testimony of many who 
have experienced complete healing and 
achieved wholeness, are cited as_ further 
manifestations of the power of prayer. 


— Wholeness also has to do with our rela- 
tionships to the societies we live in, torn 
apart as they often are by injustices which 
deprive certain groups of their basic human 
rights. Primary health care, which the CMC 
has been promoting since its inception ten 
years ago, is one way of remedying unjust 
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distribution of health care. This applies not 
only to urban/rural inequities and undue 
stress on curative and institutional services. 
It also emphasizes  people’s’ increased 
responsibility for their own health and the 
total involvement of communities, in their 
own health care. Wholeness also has to 
do with our relationship to that inter- 
dependent complex of air and water, earth 
and natural resources which is_ our 
environment. 


— The concept of wholeness comes naturally 
to traditional healers. In societies where 
people still turn to them for most of their 
health needs (curative and preventive), har- 
mony with one another and with nature is 
considered essential to good health. Within 
these societies where government and church 
hospitals still are able to meet only a part 
of the need for health services, traditional 
medicine co-exists with modern Western 
medicine. Yet as Zaire theologian, Ma Mpolo 
Masamba, reminds us, Western medicine 
treats people as things whereas traditional 
African medicine treats them as whole per- 
sons. More than this, traditional midwives, 
acupuncturists and herbal practitioners have 
for centuries applied their skills effective- 
ly within their own communities. How can 
we bring together the best of both these 
types of medicine and shed our prejudices? 


— In the past, manifestation of Christian 
concern for orphans, the aged, the handi- 
capped and terminally ill has focused mainly 
on the provision of institutional care. Chris- 
tians have often expressed their concern 
for these people’s welfare simply by generous 
contributions of money. But what if institu- 
tions, by their impersonality, are not always 
the best answer? What are the alternatives? 
How can we best care for and be support- 
ive of our family and neighbours when they 
are disabled in body or mind or spirit? 
Are we sensitive enough to recognize whole- 
ness when we see it in someone who is 
elderly, physically handicapped or terminally 
ill? Can we recognize handicaps of mind 
and spirit in those who are ordinarily not 
considered disabled at all? Are not all 
those who suffer even temporary illnesses of 
body or mind in need of rehabilitation and 
restoration to wholeness? 


We believe that Christians all over the world 
are asking themselves these questions, just 
as we are in the CMC. The reason for our 
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study programme is to try and find out some 
of the answers which grow from situations 
which are as_ widely diversified as our 
constituency. 


These answers may be of a practical nature: 
to start a day-care centre for the children of 
working parents or dig a well to provide safe 
water. They may be an articulation of theology- 
in-action by those involved in health pro- 
grammes. They may be biblical reflections to 
assist in more clearly describing a “ministry 
of healing’. All these can motivate us to 
find new and imaginative ways to serve our 
brothers and sisters — and to sustain us when 
the ways are difficult. 


The CMC study is one part of the whole 
programme of the World Council of Churches. 
In cooperating with its theological extension 
and congregational renewal programmes, fo, 
instance, we want to find out what the chur © 
ches can do to develop a broader understanding 
of support and healing. 


It is creative material for the curricula of 
seminaries and lay training centres and consti- 
tutes strong stuff for discussion within congre- 
gations and among the theologically trained 
and the medically trained. 


Through future issues of CONTACT, we plan 
to tell you about what we are learning as our 
study continues. In the August 1978 issue, 
two articles describe how churches can help 
in the rehabilitation of their physically and 
mentally handicapped members. A future issue 
will tell about the wholistic health care move- 
ment in the United States, and another wil® 
deal with traditional medicine. 


If you would like to make a contribution to 
this study by telling us about what your 
church or other groups in your area are doing 
— or by sharing with us your thoughts on 
some of these questions — we would be 
pleased to hear from you. 


INTERNATIONAL CONFERENCE ON PRIMARY HEALTH CARE, ALMA-ATA 


At the close of the International Conference on 
Primary Health Care at Alma-Ata, USSR, 6-12 
September 1978, cosponsored by WHO and 
UNICEF, and which CMC Director R. Nita 


Barrow, Associate Director Stuart J. Kingma 
and Moderator Sylvia Talbot attended on 
behalf of the WCC, the following statement 


was issued: 


DECLARATION OF ALMA-ATA 


The International Conference on Primary 
Health Care, meeting in Alma-Ata|this twelfth 
day of September in the year Nineteen 
hundred and seventy-eight, expressing the 
need for urgent action by all governments, 
all health and development workers, and the 
world community to protect and promote 
the health of all the people of the world, 
hereby makes the following Declaration: 


The Conference strongly reaffirms that health, 
which is a state of complete physical, 
mental and social wellbeing, and not merely 
the absence of disease or infirmity, is a 
fundamental human right and that the attain- 
ment of the highest possible level of health 
is a most important world-wide social goal 
whose realization requires the action of 
many other social and economic sectors in 
addition to the health sector. 


The existing gross inequality in the health 
status of the people particularly between 
developed and developing countries as well 
as within countries is politically, socially 
and economically unacceptable and is, there- 
fore, of common concern to all countries. 


Economic and social development, based on 
a New International Economic Order, is of 
basic importance to the fullest attainment 
of health for all and to the reduction of the 
gap between the health status of the develop- 
ing and developed countries. The promotion 
and protection of the health of the people is 
essential to sustained economic and social 
development and contributes to a_ better 
quality of life and to world peace. 


IV 


The people have the right and duty to 
participate individually and collectively in 
the planning and implementation of their 
health care. 


V 


Governments have a responsibility for the 
health of their people which can be fulfilled 
only by the provision of adequate health 
and social measures. A main social target of 
governments, international organizations and 
the whole world community in the coming 
decades should be the attainment by all 
peoples of the world by the year 2000 of 
a level of health that will permit them to 
lead a socially and economically productive 
life. Primary health care is the key to attaining 
this target as part of development in the 
spirit of social justice. 


Vi 


Primary health care is essential health care 
based on practical, scientifically sound and 
socially acceptable methods and technology 
made universally accessible to individuals 
and families in the community through their 
full participation and at a cost that the 
community and country can afford to 
maintain at every stage of their development 
in the spirit of self-reliance and_ self- 
determination. It forms an integral part both 
of the country’s health system, of which it 
is the central function and main focus, and 
of the overall social and economic develop- 
ment of the community. It is the first level 
of contact of individuals, the family and 
community with the national health system, 
bringing health care as close as possible to 
where people live and work, and constitutes 
the first element of a continuing health care 
process. 
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VII 
Primary health care: 


1. reflects and evolves from the economic 
conditions and socio-cultural characteris- 
tics of the country and its communities 
and is based on the application of the 
relevant results of social, biomedical and 
health services research and public health 
experience; 


2. addresses the main health problems in the 
community, providing promotive, preven- 
tive, curative and rehabilitative services 
accordingly; 


3. includes at least: education concerning 
prevailing health problems and_ the 
methods of preventing and controlling 
them; promotion of proper nutrition, an 
adequate supply of safe water and basic 
sanitation; maternal and child health care, 
including family planning; immunization 
against the major infectious diseases; 
prevention and control of locally endemic 
diseases; appropriate treatment of 
common diseases and injuries; and provi- 
sion of essential drugs; 


4. involves, in addition to the health sector, 

all related sectors and aspects of national 
and community development, in particular 
agriculture, animal husbandry, food, 
industry, education, housing, public works 
and communications; and demands the 
coordinated efforts of all those sectors; 


5. requires and promotes maximum 
community and _ individual self-reliance 
and participation in the planning, organiza- 
tion, operation and control of primary 
health care, making fullest use of local, 
national and other available resources; 
and to this end develops’ through 
appropriate education the ability of 
communities to participate; 


6. should be sustained by integrated, func- 
tional and mutually supportive referral 
systems, leading to the _ progressive 
improvement of comprehensive health care 
for all, and giving priority to those most 
in need; 


7. relies, at local and referral levels, on 
health workers, including physicians, nur- 
ses, midwives, auxiliaries and community 


workers as applicable, as well as tradition- 
al practitioners as needed, suitably trained 
socially and technically to work as a 
health team and to respond to the 
expressed health needs of the community. 


VIII 


All governments should formulate national 
policies, strategies and plans of action to 
launch and sustain primary health care as 
part of a comprehensive national health 
system and in coordination with other sec- 
tors. To this end, it will be necessary to 
exercise political will, to mobilize the 
country’s resources and to use available 
external resources rationally. 


IX 


All countries should cooperate in a spirit 
of partnership and service to ensure primary 
health care for all people, since the attain- 
ment of health by people in any one country 
directly concerns and benefits every other 
country. In this context, the joint WHO/ 
UNICEF report on primary health care cons- 
titutes a solid basis for the further develop- 
ment and operation of primary health care 
throughout the world. 


X 


An acceptable level of health can be attained 
for all the people of the world by the year 
2000 through a fuller and better use of the 
world’s resources, a considerable part of 
which are now spent on armaments and 
military conflicts. A genuine policy of peace, 
disarmament and détente could release 
additional resources that could’ well 
be devoted to peaceful aims and in par- 
ticular to the acceleration of social and 
economic development of which _ primary 
health care is an essential part. 


The International Conference on Primary 
Health Care calls for urgent and effective 
international and national action to develop 
and implement’ primary’ health care 
throughout the world and particularly in 
developing countries in a spirit of technical 


cooperation and in keeping with a New 
International Economic Order. It urges 
governments, WHO and UNICEF, and other 
international organizations, as well as mul- 
tilateral and bilateral agencies, nongovern- 
mental organizations, funding agencies, all 
health workers and the whole world 


community to support national and _ inter- 


national commitment to primary health care 
and to channel increased technical and 
financial support to it, particularly in 
developing countries. The Conference calls 
on all the aforementioned to collaborate in 
introducing, developing and maintaining pri- 
mary health care in accordance with the 
spirit and content of this Declaration. 


CMC NEWS 


Pastors, doctors, members of communities that 
engage themselves in receiving sick people, 
in healing and taking care of the sick, may be 
interested to learn of a two-week course on 
“The Healing Ministry of the Church” to be 

onducted at the Bossey Ecumenical Institute 
6: year, from 25 June to 7 July. The course 
will be directed by Dr Karl Hertz, Director of 
the Institute, Dr Hans Goedeking, also of the 
Institute, and Ms Nita Barrow, Director of 


* 


LETTERS TO CONTACT 
From St John’s, Newfoundland, Canada: 
“The Canadian Pediatric Society has decided 


the thrust of all the pediatricians in Canada 
next year — the Year of the Child — will be 


the CMC. Further information on the course, 
cost of registration, board and lodging can be 
obtained by writing to the Programme Secre- 
tariat of the 

Ecumenical Institute 

Chateau de Bossey 

CH-1298 Céligny 

Switzerland 

Telephone: (022) 76 25 31 

Cable address: INSTITUTCELIGNY Geneva 


* 


end of 1979.’ This will require a personal 
commitment by every pediatrician across the 
country to assess the situation in his or her 
area to reach this objective. We anticipate 
success and perhaps other countries... could 
make this their goal too for the Year of the 


O increase breast feeding. Our objective is Child. It certainly is a high priority.” 
@ ‘increase breast feeding beyond 2 months 


of age by 100% across Canada before the Elizabeth S. Hillman, M.D. 
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Certain back issues are available on request. A complete list of those back issues is published annually in the 
first issue of the year in each language version. 


Articles may be freely reproduced, providing appropriate acknowledgement is made to: “CONTACT, the 
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NEW PUBLICATIONS 


For some time there has been a steady flow care. Rather than omitting some from our 
of many kinds of publications on health- publications section through lack of space, we 
related topics to CMC for review in CON- feel it would be more helpful to simply list 
TACT. Many of these are of high quality and them with a basic minimum of information on 
would constitute useful reference material for each, as follows: 

people working in and concerned with health 


Title Theme Auth./Ed. Publisher Price 
Health has many’ A small, attractively illustrated collec- Roy Billington Conference for World £1.— 
Faces tion of accounts of successful develop- (Ed.) Mission, Edinburgh House (U.K. price) 
ment projects, each focusing on a 2 Eaton Gate 
particular area of village life (e.g. London SW1W 9BL U.K. 


water, housing) and demonstrating 
the relationship between such develop- 
ment and better health. 


$ 3.50 plus @ 


Guide for A manual for health professionals Rural Missionaries of the 
Community-based wishing to prepare people to meet Philippines Health Team mailing cost 
Health their community's basic health needs, 2215 Pedro Gil St., Sta of $ 1.— 
Programmes containing seminar/lesson guides for Ana, Metro Manila 

health training and education, plus Philippines 


information from different groups 
working in rural communities. 


Insensitive Feet— The principles of early diagnosis Paul Brand The Leprosy Mission Free to 
A practical of possible foot complications re- 50 Portland Place medical and 
handbook on foot sulting from leprosy and of preven- London W1N 3DG U.K. paramedical 
problems in tion of deformity and _ disability. personnel 
leprosy Emphasis on mechanics, not medicine, doing leprosy 
and on the contribution of the physio- work. 
therapist, social worker and shoe- 
maker. 
Partners A magazine for paramedical workers As above As above 
in leprosy. 
Poliomyelitis-A Modern management of severe defor- R.L. Huckstep Churchill Livingstone £3.50 a 2 
Guide for mities by the manufacture and use of 23 Ravelstone Terrace . 
Developing simple appliances, methods of mobi- Edinburgh, Scotland U.K. 
Countries lizing and_ rehabilitating paralysed 


patients and teaching of local staff in 
these methods, are described in detail. 


Nursing Auxiliaries These two books provide variations Melissa Hardie Croom Helm Ltd £ 7.95 (U.K.) 
in Health Care on the same theme. While the former & Lisbeth 2-10 St Johns Road 
considers the necessity of reforms Hockney London SW11 U.K. 


within nursing and allied professions 
in the West and_ highlights  pro- 


Health Auxiliaries fessional, social and technical aspects Muriel Skeet As above £ 8.50 (U.K.) 
and the Health of nursing care which are influenced & Katherine 
Team by the employment of nursing auxilia- Elliott (Eds) 


ries, the latter focuses on the training 
and potential of auxiliary health per- 
sonnel in developing countries as 
well as Western industrialized ones 
and debates the advantages and dis- 
advantages of community participa- 
tion in its own health care programmes. 


